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CORRESPONDENCE 
RESTRAINING PSYCHIATRIC PATIENTS 
Sir, 
I was interested to read the report of Akhtar and 
Jagawat (Journal, April 1993 ) regarding the 
restraint of psychiatric out-patients. While inhuman 
treatment of psychiatrically ill persons is to be con-
demned, the argument against the use of physical 
restraint seems at best superficial in the case of many 
psychotic patients. In the paper under discussion, the 
authors have admitted that restraint is sometimes 
needed but they do not mention in how many of their 
series of seventy patients was the restraint justifiable 
from their point of view. 
The authors aver that the non-predictability of 
dangerousness seems ground enough to abandon the 
use of restraint. We have had the experience of 
seeing the avoidance of physical restraint leading to 
physical violence and even death of persons in the 
vicinity. The predictability of dangerousness like 
that of suicide, beseeches discovery through better 
research, not dismissal. Certainly there are warning 
signs in many cases of violence. 
After quoting Floud, the authors state that "when 
patients deemed to be dangerous are released... not 
more than 50%, and even fewer than them have 
caused harm as predicted". The sentence is gram-
matically incorrect and logically incomplete. In any 
case, no valid argument against restraint can be 
made that looks upon a fraction of about one half of 
patients turning out dangerous as predicted, as being 
unworthy of notice. Later, on the question of lack of 
insight they state that "(this) is debatable, if not 
rejected forthright" ground for restraint. Rejected 
forthright on what grounds, might one ask? In fact, 
in the practice of psychiatry, the lack of insight is 
often the principal reason why intervention against 
the patients will becomes necessary. Certainly, the 
intervention should be humane. 
The authors advocate "redefining dangerous and 
disruptive behavior" but avoid any attempt in this 
direction in their work. While endorsing the need for 
pharmacological intervention as a preferred mode of 
restraint to the physical one, 1 think it is worth 
recording that physical restraints are in very many 
cases needed to be able to bring a patient to the 
doctor in the first place (Parks, 1990). 
Ajit V. Bhide 
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AKHTAR & JAGAWAT REPLY 
Sir, 
We (Akhtar & Jagawat, 1993) had the modest 
aim to highlight the anxiety and fear generated by 
the mentally ill in the general public, which leads to 
unnecessary restraint of mental patients. In our 
study, 60% of the cases were judged to have inade-
quate reasons for being brought restrained to the 
outpatient department. 
Identification of a dangerous person is the 
greatest unresolved problem faced by the criminal 
justice system. There seem to be no psychiatric 
criteria for dangerousness, which may be sufficient-
ly effective in the real social setting. The incidence 
of false negative and false positive prediction of 
violence makes individual prediction impossible in 
most cases (Manahan, 1973; Steadman, 1977). 
There are situations, however, when prediction of 
violence for only the near future may be more ac-
curate, if there is a history of recent violence and the 
individual is likely to remain in the same environ-
ment. Given the inherently unresolved nature of 
'dangerous and disruptive' behavior and the impetus 
on the human rights of the mentally ill, it must be 
left to the judiciary to make the criteria explicit, and 
we believe that in doing so, the clinical judgement 
of the psychiatrists must be given paramount impor-
tance. 
Floud (1981) reviewed many studies and con-
cluded that when serious offenders with formidable 
criminal record of violence were set at liberty, the 
maximum chanceof prediction of violence to be true 
was 50% and was much less in most of the studies. 
It was not a single study as has been mentioned 
inadvertently in our report. 
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We stick to our view that insight should not be a 
criterion for restraint. Most psychotics lack insight 
but only a few warrant restraint. On the contrary, 
there may be patients with insight requiring restraint 
to prevent themselves from self harming behavior. 
The greatest use of restraint and seclusion are 
made for non-violent behaviors in order to limit the 
progression of disruptive behavior to artual violence 
(Soloff et al 1988), but some patients produce alarm 
without risk, while others produce risk without 
alarm. The question is whose judgement of risk is to 
prevail? There is a substantial subjective element in 
the perception of dangerousness, which by inflating 
the actual risk, is liable to cause unjust invasion of 
human rights. It is not the danger, assessed by some 
criteria but the manner in which it is assessed which 
generates fear and alarm. 
Since public fear cannot be disregarded, it must 
be objectively and justly assessed; and if restraint 
and seclusion are called for, they may be justly 
administered. 
SayeedAkhtar 
T. Jagawat 
Central Institute of Psychiatry 
Kanke, Ranchi 834 006. 
REFERENCES 
Akhtar S. & Jagawat T. (1993) Restrained 
psychiatric outpatients: Necessity, justification or 
violation of human rights? Indian Journal of 
Psychiatry, 35, 2,115-118. 
Floud, J. & Young (1981) Dangerousness and 
Criminal Justice. London: Heinmann. 
Manahan, J. (1981) The Clinical Prediction of 
Violent Behavior. Crime & Delinquency Series 
Monograph. Washington, DC: U.S. Department of 
Health and Human Service. 
Steadman, II. (1977) A new look at the 
recidivism of Patuxent inmates. Bulletin of the 
American Academy of Psychiatry and the Law, 5, 
200-209. 
SololT, H.P., Gutheil, T.G. & Wexler, D.BA. 
(1981) Seclusion and Restraint. A Review and Up-
date. In Management of Violent Behavior: Collected 
Articles from Journal of Hospital and Community 
Psychiatry, 33-38. 
DEPENDENCE ON GUL: AN INDIGENOUS 
COMPOUND CONTAINING TOBACCO 
Sir, 
Gul is an indigenous dental powder available in 
the eastern states of India. It is made of tobacco 
leaves which are powdered and mixed with some 
hitherto unknown ingredients. It is used by rubbing 
it on to the teeth and gums with the fingertips or less 
commonly, with tooth brushes. It is widely abused in 
the towns and villages of the state of Bihar and some 
districts of West Bengal and Orissa. 
Gul abuse is prevalent in all socioeconomic 
groups, but more so in the middle and lower classes. 
It is commoner in females, in the young and the 
middle aged. The usual brushing of the teeth in the 
mornings and before retiring to bed is replaced with 
' gul rubbing' by the users. They also rub it when they 
feel anxious, depressed or overburdened with work. 
Many of them rub it several times, even up to 50 
times a day. Although use of gul for cleaning the 
teeth is acceptable in society, overindulgence is per-
ceived as an addictive behavior. 
An eighteen year old female was admitted to our 
institute for the treatment of gul dependence. She 
was in the habit of using gul 40 to 50 times a day. 
The parents became worried with this excessive in-
dulgence as all her activities centered around procur-
ing gul. They were also worried that this would 
adversely affect her physical health. They tried to 
stop this behavior, but it only resulted in the patient 
becoming irritable and quarrelsome. In the hospital 
she developed withdrawal symptoms in the form of 
intense craving, restlessness, vomiting, sleepless-
ness and marked irritability. She had no other diag-
nosable psychiatric problem nor had any other 
psychoactive substance abuse. The withdrawal 
symptoms were managed with clonidine and taper-
ing doses of diazepam. She was asymptomatic 
within a fortnight and was discharge after about a 
month. She did not report for follow up. 
Smoking by females is looked down upon in our 
culture, but the use of tobacco in the form of gul is 
socially sanctioned and the user is able to indulge in 
this behavior in the guise of cleaning one's teeth. 
Only rarely it is recognized as a problem as in the 
case mentioned above. Though a large proportion of 
the population in the eastern states of India abuse this 
compound (which may contain other dependence 
producing substances also), no report has yet been 
published regarding the abuse of this product. This 
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